An aneurysm is a localized permanent dilatation of an artery >50% of its expected normal diameter.
disappearance. CT scan showed a 4-cm false aneurysm of the common femoral artery with short occlusion at the origin of the superficial femoral artery [ Figure 1 ]. The patient was urgently operated. The first operative step was the control of the arterial axes as well as the resection of the aneurysmal pocket and the evacuation of the infected hematoma. The second operative time was to restore the arterial continuity. Given the infectious context, our choice is oriented toward a biological graft. The great saphenous vein has shown a small diameter, and as the nonavailability of homograft, we sutured a 7 mm-diameter tube by bovine pericardium [ Figure 2 ] and used it as a graft between common femoral artery and superficial femoral artery with reimplantation of the deep femoral artery [ Figure 3 ]. Immediate follow-up showed symptom free, recovery of all pulses and cyanosis disappearance. Follow-up at 1 year showed the absence of local infection recurrence and patency preserved.
diScUSSiOn
Mycotic aneurysm is one of the major causes of IE morbidity and mortality despite antibiotic therapy. According to Sexton et al., it complicates an infectious endocarditis in 1.2% to 5.4%. [3] It is often diagnosed late because of its asymptomatic nature and may progress to rupture, the outcome of which may be fatal. [4] Four mechanisms of occurrence of these infectious aneurysms have been proposed: • The development of an infection on an altered arterial vascular wall (especially an athermanous plaque) • The development of a false aneurysm on a healthy arterial wall following an infectious embolism. Moreover, it is the case of mycotic aneurysm • False aneurysms by contiguity, caused by the spread of an infectious center of proximity • Finally, false aneurysms by direct posttraumatic infectious inoculation (for example, after endovascular operation).
Osler is the first doctor who described mycotic aneurysm formation in 1885. It is recognized to be the result of an infected embolus (usually vegetative) lodging within an artery leading to an exudative mesarteritis and subsequent partial digestion of elements of the arterial wall. The eventual result is focal mural necrosis and subsequent aneurysm formation. [5] Embolism may occur in 22%-50% of patients with endocarditis and is most likely to lodge at arterial branch points. It usually results in arterial occlusion rather than aneurysm formation. [6] Mycotic aneurysms occur most frequently in the intracranial arteries (65%), followed by visceral arteries and vessels of the upper and lower limbs. The preferential site of lower limb embolism is the common femoral artery bifircation like in our case. Regarding peripheral locations, proximal involvement seems to be more frequent. Brudon and al reported 21 cases of mycoyic aneurysms from which 9 had ilio-femoral and 8 popliteal locations. [7] The rate of embolism decreases after the first 3 weeks of antimicrobial therapy although it can still occur after the total period of antibiotic therapy has been completed.
The bacteriological profile of mycotic germs has changed over time. Previously, as shown in the study of Stengel and Wolferth, nonhemolitic streptococcus, Pneumococcus, and Staphylococcus were first implicated in the genesis of mycotic aneurysm. [8] Currently, bacterial germs are different on whether the aneurysm occurs in the general population or seen in intravenous drug users or whether it occurs on a native or prosthetic valve. In the general population and on a native valve, the germs usually found are Streptococcus viridans (22%) and Staphylococcus aureus (20%). In the addicted population, the primary microorganisms were S. aureus (36%). [9] In addition to the clinical examination, additional explorations are sometimes necessary to confirm the diagnosis of mycotic false aneurysm and to establish the therapeutic strategy. Computed tomography (CT) angiography is the most useful and has the additional advantage of being more available than angiomagnetic resonance imaging (MRI). CT angiography allows the diagnosis of these aneurysms, with sensitivity and specificity of 90% and 86%, respectively. Angio-MRI is an emerging technique, allowing this diagnosis with a sensitivity of 87% and a specificity of 95%. [10] Finally, positron emission tomography (PET or PET scan) with fluorodeoxyglucose labeled with fluorine-18 could be a promising technique, but additional studies analyzing its diagnostic performance (sensitivity and specificity) are indispensable. [4] Valvular surgery has an important role in the prevention of embolism with the greatest benefit being seen in the early stages of the disease. Patients with large vegetations, recurrent embolism, antibiotic-resistant organisms, and prosthetic valves are at particularly high risk of embolic phenomena. [11] The classical treatment of mycotic aneurysms is medical by antibiotics and surgical by the exclusion of the aneurysm. The combination of both is indispensable in the majority of cases. Indeed, in the absence of surgical treatment, medical treatment alone is destined to fail in 95%-100% of cases. [4] For some authors, preoperative antibiotic therapy for at least 1 week may reduce the risk of subsequent complications such as recurrence and adhesions. There is, however, no consensus regarding the optimal duration of antibiotic therapy although the usual recommended duration is 6 weeks.
The management of mycotic aneurysms complicating an infectious endocarditis includes both the treatment of the valve disease ( starting point of septic embolism) and the treatment of vascular ectasia (who has his own evolutionary genius). Elective surgery remains the cornerstone of the treatment of mycotic aneurysms because of the major risk of rupture (between 38% and 50% of cases). In general, the therapeutic options associate more or less an arterial ligation, aneurysmectomy, vascular reconstruction, or arterial embolization. For femoral arteries, the surgical treatment is based on the resection of the aneurysm, with revascularization of the territory downstream. The recommended materials for revascularizations are in the first place biological grafts such as veins grafts (great saphenous vein) and homograft and in the second place, polytetrafluoroethylene-expanded prostheses which seem to be more resistant to infection than Dacron prostheses. [12] [13] [14] In our observation, faced with the small diameter of the internal saphenous vein and the lack of homograft availability, and considering the high risk of infection recurrence at the operating site, we opted for the confection of biological graft using bovine pericardium. Bovine grafts have been used, and we think that it will be more resistant to infection than prostheses. According to our knowledge, this technique has not been reported before in the literature, and the validation of this technique on a series of cases and in the long term is necessary.
cOnclUSiOn
Infectious endocarditis can complicate vascular sites, producing visceral aneurysms from septic emboli. Mycotic aneurysm, which complicates 2.5%-10% of cases of IE, is an important cause of morbidity and mortality despite antibiotic therapy. The management of mycotic aneurysm depends on its size and location. The artery may be embolized angiographically or ligated surgically if sufficient distal blood flow can be maintained; otherwise, revascularization by biological bypass is necessary. In case of small great saphenous vein and the lack of homograft availability, the confection of biological graft using bovine pericardium could be a solution to prevent infection recurrence at the operating site.
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